In order to assess progress in improving children's health objectively standardized measurements are required. The World Health Organization (WHO) undertook a pilot project to develop and implement a series of children's environmental health indicators (CEHI) to facilitate this process.
In recent decades the world has seen a reduction in early deaths in childhood from communicable diseases and an increase in years lived with disability (YLD) from chronic non-communicable diseases (NCDs) that has occurred in both developing and developed countries (1) (2) (3) . Adverse environmental exposures, especially in early life, increase the risk of most, if not all, NCDs (4) but reducing exposures does not attract the attention nor receive the public health priority warranted. A safe and healthy environment is essential for children's health and development, yet is absent in many countries (4, 5) .
In an attempt to facilitate assessment of environmental contributions to children's burden of disease and to allow comparisons between countries/regions at a point in time or changes within a country over time, the World Health Organization (WHO) developed a series of indicators that assessed environmental exposures and health outcomes (5) . This framework aids in understanding the link between environmental exposures and adverse health outcomes by producing numerical estimates of hazards and outcomes that can be applied at a population level. The WHO developed a set of children's environmental health indicators (CEHI) for physical injuries, insectborne disease, diarrheal diseases, perinatal diseases and respiratory diseases (5, 6) . Examples of these exposure indicators include: a) The prevalence of road traffic injuries to children under 5 years of age; an indicator of health risks from road traffic; b) The percentage of children living in unsafe, unhealthy or hazardous housing; an indicator of health risks from inadequate housing and shelter; c) The percentage of children living in households in which at least one adult smokes on a regular basis; as an indicator of health risks from environmental tobacco smoke.
Examples of health outcome indicators include:
a) The mortality rate of children aged 0-4 years from physical injuries; b) The rate of insect-borne diseases in children aged 0-14 years; c) Prevalence of chronic respiratory illness in children aged 0-14 years.
The present report examined whether Australia has accurate up-to-date, publically available and readily accessible data on each CEHI on Australian children under the age of 5 years. A more extensive examination of CEHI in Australia, covering children up to the age of 14 years has recently been published (6) . A comprehensive systematic search of the Australian Bureau of Statistics (ABS), Australian Institute of Health In general, data were not readily accessible for many of the exposure indicators and much of the available data were not child-specific (Table 1) . Some data were available for the 0-14 year age range and some data were available only for indigenous children (Table 1 ). In contrast, publically-accessible data were available for all but one of the outcome indicators ( Table 2 ). The lack of data on the WHO exposure CEHI raises the question as to whether these indicators are relevant to Australian children. According to the data collated by the Institute for Health Metrics and Evaluation for the 2010 Global Burden of Disease assessment (3) the top contributors to the burden of disease for Australian children aged 0-5 years were: nutritional deficiencies (YLD 959.72/100,000); diarrhea, lower respiratory infections, meningitis (706.92/100,000); other non-communicable diseases (369.20/100,000); skin and subcutaneous diseases (292.15/100,000); and diabetes, urogenital, blood and endocrine diseases (213.56/100,000) (7). The WHO exposure indicators are clearly relevant to these conditions. Australia regularly collects and reports data on key national indicators of child health, development and well-being in several domains mostly thought to be of more relevance to Australians and Australian policy makers (8, 9) ; these differ substantially from the WHO CEHI. The data on key national indicators of child health, development and well-being collected are reported in several domains, titled: -"How healthy are Australia's children?", incorporating mortality, morbidity and disability; -"How well are we promoting healthy child development?", incorporating breastfeeding, dental health, and early learning; -"How well are Australia's children learning and developing?", incorporating transition to primary school, attendance at primary school, and literacy and numeracy;
-"What factors can affect children adversely?", incorporating teenage births, smoking in pregnancy, alcohol use in pregnancy, birthweight, overweight and obesity, environmental tobacco smoke, and alcohol misuse; -"What kind of families and communities do Australia's children live in?", incorporating family economic situation, children in non-parental care, parental health status, neighborhood safety and social capital; -"How safe and secure are Australia's children?", incorporating injuries, child abuse and neglect, children as victims of violence, homelessness and children and crime; and -"How well is the system performing in delivering quality health, development and wellbeing actions to Australia's children?", incorporating childhood immunization, survival for leukemia and child protection re-substantiations (8, 9) .
The present study suggests that the majority of the WHO exposure and outcome indicators are relevant and important for monitoring Australian children's environmental health and establishing public health interventions at a local and national level. Reporting Australian data in a manner consistent with the WHO CEHI would inform public health policy in Australia, allow demonstration of progress over time and facilitate comparison with other countries.
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